It's 0300 hours and you've established perfect intrathecal access with your 18 gauge Tuohy needle. You're desperately trying to remember what that last paper (or was it a conference somewhere?) said about leaving the catheter intrathecally (for maybe 24 hours?) to reduce the risk of post-dural puncture headache. As you contemplate this, and the woman with a body mass index of 56 in whom you have been struggling for the last hour to insert an epidural catheter, you also wonder if Mendelson is still relevant in 2009 and what the latest failed intubation algorithm is, not to mention why you still do obstetric anaesthesia at all. You resolve to 'look these things up' in the morning. So, where do you go and how much time are you prepared to spend on doing so, together with all the other things in your busy week?
The increasing complexity and rising expectations of our patients and our need to keep abreast of new technologies, drugs and practices places demands on the modern anaesthetist not previously encountered. There are several possible responses to these pressures. From within the profession the structure of training and professional development programs may be modified. The recent Australian and New Zealand College of Anaesthetists (ANZCA) curriculum review using CanMEDS 1 as the framework and the revamped ANZCA continuing professional development (CPD) program 2 are illustrations. There are also many external forces, over which we have less control, but which nonetheless can set the tone and direction of our clinical lives. These include matters such as credentialling, indemnity, the threat of medicolegal action and rates of remuneration. Individuals faced with such pressures make choices, one of which is self-imposed limitation of their scope of practice. This might involve increasing their super-specialisation to work in one or two fields, or broadening their subspecialty coverage but dealing with less complex cases. Irrespective, it seems that we are being presented with increasingly complicated patients, often with little notice. The part-time practitioner is particularly exposed to these demanding and sometimes stressful situations.
New clinical information and how it is accessed and used has been the subject of considerable debate, albeit for perhaps a surprisingly short period. The group that has been credited with inventing the term 'evidence-based medicine' (EBM) suggested in 1992 3 that the change required from the traditional model to what was needed for the new millennium was so profound as to constitute a 'paradigm shift'. They believed that the traditional apprenticeship approach to learning with subsequent observation from clinical experience would, alone, be inadequate. They suggested the norm would be a fundamentally new approach, in which clinicians developed and used skills to methodically interrogate the original literature and critically appraised its methodology, analysis and validity, before changing their practice.
Unfortunately for this concept, at about this time a couple of things happened. First, the internet and its technological and behavioural consequences became a dominant part of our lives. It is estimated that in a little over a decade to the end of 2008, there has been a 100-fold increase in the number of people using the internet from 16 million to about 1.5 billion 4 . Australia has had one of the highest uptakes, with approximately 80% of the population connected. What has happened, as John Doyle discusses 5 , is that this type of electronic connectivity is now multi-faceted, including downloadable video training aids, podcasts, blogs, discussion groups, electronic textbooks and access to CPD activities. With concurrent developments in portable hardware and software, extended battery life and wireless technology, consumer demand is not just for electronic solutions, but instant solutions on mobile devices 6 . The way we feel about information and our interaction with information sources has definitely shifted.
The second relevant change relates to the sheer volume of information and who manages it. A decade ago, Martin Tramèr posed the question, "How can we cope with the internet?" 7 and highlighted concerns about ease of access for both suppliers and consumers of its scientific content. A possibility was a decline in the rigour of appraisal usually associated with peer-reviewed publications, such that the busy clinician would have neither the time nor expertise to sort the wheat from the chaff. Indeed, the growth of medical and scientific publications has been extraordinary. The well-known electronic databases now comprise thousands of individual journal citations; MEDLINE 8 for example, citing in excess of 5200 journals from more than 80 countries. PubMed, which draws from this and other life science publications, has more than 18 million citations and abstracts accessible via a hierarchical structure that uses more than 25,000 descriptors (medical subject headings or MeSH) 9 . The Cochrane Collaboration has databases containing hundreds of systematic reviews and hundreds of thousands of randomised controlled trials 10 . Even within subspecialty areas, the rate of addition of new material is massive -for obstetric anaesthesia this is estimated to be more than 10,000 articles per year 11 and this excludes relevant domains within internal medicine, surgery, medical imaging and other specialties. This volume is beyond the capacity of a single individual to adequately process and a further risk is that in attempting to do so, at best incomplete or misinterpreted assimilations of the evidence may occur.
These factors have been recognised as significant barriers to the implementation of EBM, and have motivated bodies such as Cochrane, which has tried to address issues such as incomplete assessment of research quality, failure to integrate with the existing knowledge base, failure to recognise duplicate publication 12 , undue weighting of impact factors, publication bias, studies that were stopped early because of apparent benefit 13 and omission of foreign language studies. Systematic reviews are an attempt to overcome some of these problems, but are very time-consuming and have their own limitations. Meta-analyses are different again, and validity often suffers because of the diversity and heterogeneity of the studies from which they derive data 14 . This problem can be avoided by researchers who conduct individual trials that share protocol information and have consistent definitions and datasets, being designed with a view to incorporating the results into such an analysis, but this type of collective thinking is in its infancy 15 .
Being conscious of these issues, the Australasian Obstetric Anaesthesia Special Interest Group embarked on a project in early 2007, hoping to fill a perceived gap. Supported by its three parent organisations, a steering group was established and the first published material was launched at its scientific meeting in Blenheim, New Zealand, in October 2008. The first phase involved creating a knowledge base that covered key clinical topic areas in obstetric anaesthesia and was accessible via a web portal 16 . Local experts drew on the best-available evidence to produce succinct articles, relevant to clinical practice in our region, and readily accessible to the busy clinician. Features incorporated to date include a web-based format with hypertext and PDF documents, a separate section designed to facilitate CPD activities, links to useful sites such as the ANZCA policy documents and clinical indicators and to other professional bodies, and the capacity for end-user feedback. Importantly, this was created as a living website which will be maintained and be responsive to the needs of its users. Planned future developments include a personal digital assistant (PDA) format and additional content, including a library of uncommon or difficult cases.
The information is intended to be used with other resources and, to borrow from David Sackett 17 , defining the nature of the documents may be helped by stating what they are not. They are not systematic reviews and certainly not meta-analyses. They are not clinical guidelines, which constitute the local implementation of knowledge. However, they are also not merely statements of opinion, and a focus is that a level of evidence for the key messages is supplied. Finally, the articles are not a substitute for high quality peer-reviewed journals, from which the material within was drawn, nor are they a substitute for the good clinical acumen that comes with experience.
The steering group and its contributors have attempted to create a resource that is both current and relevant and which will continue to evolve, with the hope of improving the quality and safety of obstetric anaesthesia. It is acknowledged that despite its increasing popularity, there is as yet little evidence that this approach actually improves outcomes 18 . Where this project fits into the big picture, only the future and our 'hit' count will tell.
